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HOSPITAL RELATIONSHIPS
By W. H. T. SHEPHERD, M.D., F.F.R., F.F.R.(I), D.M.R.D.
OPENING ADDRESS OF THE WINTER SESSION
Royal Victoria Hospital, 6th October, 1966
Mr. Chairman, Ladies and Gentlemen,
For about 130 years it has been the custom in this Hospital for a member of
staff, in order of seniority, to be deputed by his colleagues to give the Annual
Oration to the newly arrived students at the beginning of each hospital year. The
term 'Orator' is very flattering to the speaker, but I must tell you that my only
qualification for this particular task is a great regard for the work and traditions
of the Royal Victoria Hospital, fostered as a medical student in this School before
the war, and as a member of its staff since 1949.
If at first I address my remarks mainly to the students I trust I will be forgiven
by my colleagues, and particularly by the honorary consultants present-may I say
how much pleasure it gives us all to have our honorary consultants here this
morning.
As medical students, ladies and gentlemen, you have spent the past two-and-a-
half years in the pre-clinical school, during which time you have come into contact
only with your teachers and fellow-students, some I hope from other disciplines.
You have furthered your knowledge of the basic sciences, and have been concerned
with the study of the structure and function of the human body. From now on in
the clinical school and in the hospital wards and out-patient departments you will
learn how the body reacts to disease, injury, stress and the process of ageing. The
study of pathology will complete a triad with anatomy and physiology on which an
understanding of clinical medicine is based, and I would suggest that without the
continued study of these three subjects your knowledge of the reaction of the
human body to disease and injury will be deficient.
During the next three years you will study the text-books of medicine and its
many sub-divisions. These books describe disease processes and their treatments
and combined with lectures and tutorials will assist you in the scientific applica-
tion of medicine to the problems you will encounter. You will not, however, learn
to understand patients from these text-books, and some people believe that the
over-zealous application of scientific methods in medicine may lead to some
neglect of the patient as an individual. While there may be a grain of truth in
this, it must be said that no doctor can be of real service to his patient unless
he possesses the necessary technical and scientific knowledge. Without this the
greatest understanding and care for the patient as an individual will be of little
avail. This is not to belittle the humanity of our profession, for I cannot believe
that any of you, when you have added to your scientific education a considerable
period of time spent with patients in the wards of this hospital, where patient care
is the personal responsibility of your teachers, can do other than develop these
human values which Bronowski lists as "tenderness, kindliness, human intimacy
and love." This is best summed up, I think, in a rather old-fashioned word
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about human nature was learnt during his five years as a medical student at St.
Thomas's Hospital.
Your objective in this hospital and medical school, therefore, is a sound
training in the basic science of medicine, and the application of these skills to
the individual problems of your patients. Books, lectures and tutorials are a part
only of your training; a proportion of your day should be spent with patients-in
talking to them, that is in history taking, in eliciting physical signs, in under-
standing methods of investigation and treatment and the effects of disease and
injury on the body and mind. Dr. Alastair Hunter in his Bradshaw lecture to the
Royal College of Physicians last year expressed this most lucidly when he said "the
unique function and skill of a doctor is the ability to identify and evaluate the
signs and symptoms of mental and physical disorder in a patient. It is a technical
skill which must be learned in the undergraduate period, otherwise it is unlikely
to be learned at all. It is founded upon a substantial body of knowledge, but it
can be properly understood only by studying patients."
Modern methods of treatment have resulted in a great relief of suffering and
the prolongation of life for a large number of people to the Biblical threescore
years and ten, but you will find that certain treatments may sometimes cause
harm and increase suffering rather than alleviate illness. latrogenic disease is
becoming more common and all of us must be aware of and familiar with the risks
that can accompany modern medical, surgical and radio-therapeutic measures.
These risks are sometimes inescapable, but one should always attempt to balance
possible ill-effects against the good to be expected. The prayer of Sir Robert
Hutchinson may still have relevance:
"From inability to let well alone;
From too much zeal for the new,
And contempt for what is old;
From putting knowledge before wisdom,
Science before art, cleverness before commonsense;
From treating patients as cases;
And for making the cure of the disease more grievous than the endurance
of the same,
Good Lord, deliver us."
During your three years of clinical study in this hospital and medical school you
will of necessity spend a large part of your time in these buildings and their
surroundings. Medicine provides, I think, a liberal education and I believe that
medical students mature rapidly through contact with the work of the hospital,
not only in the wards but by meeting all varieties and grades of staff. Extra-
curricular activities have an important place in your education, whether on the
playing fields of the University, in pursuing an interest in the arts, or on the more
social and convivial occasions when under-graduates muster in their various clubs
and societies.
This hospital, to which we welcome you this morning, exists primarily to serve
the community, but in addition, as a teaching hospital, it has a responsibility with
the Medical Faculty of the University for the training of future doctors and the
advancement of medical knowledge. These functions pose problems, some of which
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of doctors, for solution. I would like, this morning, to examine a few of the
difficulties, as I see them, confronting the hospital today in its various relationships
with the community at large, concentrating on our requirements as a teaching
hospital, our place in the medical school, and the changes which advances in
medical science are making in the relationships of the hospital to the public.
THE ROYAL VICTroRIA HOSPITAL
You should know that this hospital originated in 1792 as a dispensary in rooms
given by the Belfast Charitable Society. Five years later it was re-housed in
Factory Row-now Berry Street-and as it possessed six beds could accommodate
patients. This soon proved inadequate, and in 1799 three houses were acquired in
West Street at the corner of Smithfield.
As the need for hospital beds increased a site was obtained in Frederick Street
and in 1817 a hospital of 100 beds was opened. Students were admitted as resident
pupils the following year, thus founding in Belfast a tradition later adopted by
most teaching hospitals.
Clinical lectures were given in 1826 by Dr. James McDonnell, the founder of the
original dispensary and the man mainly responsible for the establishment of this
hospital and the Belfast Medical School. These events were eloquently described
by Dr. Bereen in his oration two years ago.
The Belfast Medical School dates from 1835. The hospital by 1847 had increased
its beds to 128 and over the years served the public and the medical school well.
Its value to the community established, increasing demands on its space necessit-
ated a further move, and the Royal Victoria Hospital, more or less as we know
it today, opened on this site in 1903.
Although the Royal Victoria Hospital building itself has remained virtually
unchanged since 1903 apart from an extension to the wards in 1937 this site-
the Grosvenor Road site-has undergone a considerable transformation to serve
the community and medical school.
The passing years have seen the growth of the Royal Maternity Hospital and
the Royal Belfast Hospital for Sick Children, and the grouping of Ophthalmic
and Ear, Nose and Throat Services in a new block at the Falls Road boundary
of the site. The Clinical Buildings of the Medical School, developed before and
after the last war, have been augmented recently by the Dental School and the
Microbiology Building. Extensive accommodation has been provided for our
nurses in Musson and Bostock House, and now the Board of Management of this
hospital, by a most imaginative use of the Endowment Fund, have provided a
modern block of flats for the accommodation of trained nurses. The Hospital has
also used its endowments for many buildings and improvements to existing build-
ings, notably Quin House to accommodate the Northern Ireland Service for
Neurological Surgery and Neurology, the gynaecological wards and theatres and,
in part, the Metabolic Unit.
With all this site development the Royal Victoria Hospital itself has remained
virtually unchanged since 1903. We still have the large open wards with meagre
toilet arrangements, no provision for the isolation of infected or noisy patients,
inadequate accommodation in the wards for medical and nursing staff, and no
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neurosurgery, neurology, and endocrinology, specialist units have to be fitted into
the general wards.
The inadequacy of this accommodation for a modern teaching hospital was
recognised by the Northern Ireland Hospitals Authority some five years ago and
a planning team was formed, under Mr. Sinclair Irwin's chairmanship, to consider
the implications and detail proposals for a new Royal Victoria Hospital. As a
beginning, the first stage of a new theatre and radiology block was completed in
1964 and the out-patient clinics of the new hospital should be in use by the end
of 1968.
The rebuilding of the Royal itself, with its wards, specialist departments and
laboratories remains to be accomplished. The planning team, assisted by their
architectural and engineering advisors, have shown in their two reports how the
new Royal can be accommodated on the site, without interfering with the work of
the present hospital, and built in three stages so that each stage can be com-
missioned as it is completed.
It was with great dismay that we learned recently that under the Ministry of
Health's Plan for the Hospital Service in Northern Ireland the rebuilding of the
Royal Victoria Hospital has been postponed for the next ten to fifteen years. This
Ministry decision on the main teaching hospital in Northern Ireland is to me
inexplicable, particularly as this hospital is largely responsible, with the medical
faculty, for the teaching and training of our medical students. It provides a base
for the regional specialities of neurological and cardiac surgery, carries out about
one-quarter of the medical work of the Province, and is the centre to which all
the provincial hospitals look for specialist help, and may I presume to say, for
inspiration.
The Northern Ireland Hospitals Authority, the University, and the Board of
Management, have done a great deal with the amount of money available to them
to provide us with the necessary accommodation and facilities to keep this hospital
moving forward, but one must now ask if the Ministry of Health seriously believes
that the worn out and obsolete accommodation of 1903 can any longer support
the medical requirements of a teaching hospital in 1966, provide the accommoda-
tion which the public have a right to expect, or meet the aspirations of the medical
and nursing staff. One must also ask how such a decision will help us to keep our
best medical graduates in Northern Ireland when the development of the main
teaching hospital has been brought to a standstill.
The planning of a new teaching hospital is based on a consideration of its
functions. Its primary object is the investigation, treatment and care of its
patients. Superimposed on this are the requirements of teaching and research. The
function of the medical school is to provide a new generation of doctors to take
care of the sick, and by research to advance medical knowledge. The medical
school and hospital are thus inter-dependent, both contributing to the teaching
and research programme which provide for tomorrow's medical requirements. In
the teaching hospital the proper balance between service requirements on the
one hand and teaching and research on the other is difficult to define. Stress on
teaching and research may lead to selection of patients for admission with
emphasis on special interests, to failure to accept elderly long stay and psychiatric
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providing a full service for its local community, however good its reputation as
a teaching and research institution. Surely the hospital must have as its primary
duty the care of the sick, and it has been the main concern of those planning the
new Royal Victoria Hospital to provide a first-class hospital for the community
where teaching and research can be undertaken in the most favourable conditions.
The new out-patient department, now being built, has been designed to provide
good consultation and examination rooms for all disciplines, facilities for the
investigation and treatment of out-patients in wings adjoining the consultation
floors, and first-class standards in waiting and changing accommodation. It includes
the first stage of an accident and emergency admission unit, where the patient
can if necessary be resuscitated, investigated and treated, and where all specialist
resources are available for the care of the seriously injured patient. The require-
ments of teachers and students have been met by giving each consultation suite a
large consulting and teaching room for small groups of students and their teacher.
while a large lecture theatre, designed for out-patient teaching, has been provided
for demonstrations and discussion with larger numbers. As all specialities are
housed in this building it is our hope that students will be able to see and study
a representative sample of the ailments of the community.
HOSPITAL AND MEDICAL SCHOOL
This hospital is fortunate in having the clinical side of the medical school
housed on the Grosvenor Road site in association with our group of teaching
hospitals. The pre-clinical school will shortly be established on the ground of the
old Deaf and Dumb Institute, beside the Belfast City Hospital, also associated with
the medical school as a teaching hospital, and like ourselves, having a compre-
hensive rebuilding programme.
The Belfast City Hospital site is separated from the Grosvenor Road site by only
700 yards and it seemed to the Planning Team that this proximity merited atten-
tion in the development plan, particularly as they were advised that a General
Practitioner Unit was necessary as part of the comprehensive teaching facilities
on the site, and that it was desirable that space should be reserved for the public
health services. In view of the limited area of the two hospital estates it would be
ideal if the intervening property could be designated under the Town Planning
Scheme for long-term medical development.
These points were made in the First Report of the Planning Team in 1964 when
they wrote: "It seems possible that the linking of the two Groups as part of a large
Town Planning Scheme would realise the hopes of the Medical Staff for a campus
whose activities would maintain medical care, teaching, and research, together with
some aspects of the public health service and the requirements of general practi-
tioners. The larger medical complex would have the benefits of a closer association
with the scientific departments of the University."
These adjacent sites, housing not only the teaching hospitals but also the
medical school provide an opportunity of achieving a well-balanced teaching
hospital group, serving the community without any selective admission policy, with
a good accident and emergency admission service, and presenting our students with
a cross-section of the illnesses of our community. Such a liaison would be of the
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graduate training. I do not think it possible to have this training in water-tight
compartments-they are indivisible; an under-graduate teaching hospital must also
be a post-graduate hospital, since it must train its junior medical staff and research
workers.
Medical school and teaching hospital are of course under different managements
-in these costly days I do not think any university would wish to own and finance
its teaching hospital. It must therefore be the concern of these two bodies, both
medically and administratively, to secure an alliance that will be to the advantage
of both patients and students. As I have said, medical school and hospital are
inter-dependent but have different goals, the medical school dealing with teaching
and the expansion of knowledge for tomorrow's requirements and the hospital
caring for today's sick but also taking part in teaching and expanding knowledge.
I think we would all agree with the findings of Clark and Sheps from the Medical
School of the University of Pittsburg that "the teaching hospital and medical
school be two separate, distinct but collaborating entities." To this end their views
on some of the issues that must be resolved for a proper partnership may be of
interest.
1. The sharing of the four goals of patient care, community service, education,
and research.
2. The appointments of medical school and hospital staff should be made
jointly so that the best interests of both institutions are served. This should result
in the selection of medical staff who are proficient in patient care and community
service - the primary goals of the hospital - but at the same time are capable of
conducting medical education and research, the primary goals of the medical schools.
3. The student should be a member of the medical team, so that he can be
given some responsibility, under supervision, for patient care.
4. The participation of all patients in the teaching programme, unless it is felt
that a patient might be harmed.
5. The maintenance of the highest standards of patient care, and
6. The support of medical research by both institutions.
Many of these points are covered already in our own relationships with the
medical faculty, but such relationships are always capable of improvement. The
greatest problem in human relationships is our individual personalities. As W. M.
Dixon has so truthfully phrased it: "The most troublesome thing in the world is
the individual man. If anything is in evidence, he is in evidence, and the varieties
of this creature are without end. Many are the races and many the temperaments.
Who will enumerate them? There are vehement and hot-headed men, selfless and
conciliatory men. There are sybarites and ascetics, dreamers and bustling men of
affairs, clever and stupid, worldly and religious, mockers and sceptics, pugnacious,
loyal, cunning, treacherous, cheerful and melancholy men. There are eagles among
them, tigers, doves and serpents. They display, varying as they do in appearance,
talents, behaviour, every type of unpredictable reaction to their surroundings".
Most of us, ladies and gentlemen, fit some of these adjectives and perhaps one
should suggest to those medical students not prepared to enjoy a concentration of
such individuals that they should maintain their sanity in other medical spheres
outside the teaching hospital and medical school.
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The advances in medical science and in the effectiveness of treatment over the
past twenty-five years have produced profound changes in the relationships of
medicine as a whole, and the hospital in particular, to the community.
As Sir George Godber has stressed, medical care is not now a simple matter of
one patient and one doctor; it has to be organised. The initiation of the National
Health Service in 1948 advanced the evolution of clinical medicine into the hospital
service, with its consultants and specialists, and the general practitioner service.
This process did not begin with the introduction of the health service; it has been
going on in all countries for the past half-century, but certainly in this country has
been greatly accelerated by the finance made available to the hospitals by the state.
This has resulted in a marked increase in the number of consultants in the hospitals
and the sub-division of hospital practice into separate specialties within medicine
and surgery. The lone doctor is now at a considerable disadvantage without the
help of his colleagues. The assessment of a neurological problem, for example,
requires not oinly consultation between neurologist and neurological surgeon, but
also with their colleagues in neuro-radiology, physiology, pathology, otology and
ophthalmology so that the additional information to be gained from contrast
investigations of the nervous system, echo-encephalography, isotope scanning,
electro-encephalography, electro-myography and other measurements can be fitted
together to provide as detailed a diagnosis as possible. This example of the co-
operation required to practice medicine today can be expanded in all branches of
hospital practice, and illustrates the fact that specialization makes the specialist
more dependent upon colleagues, not only medical but also non-medical-chemists,
physicists, engineers and a great number of skilled technicians.
The advance of medicine therefore, makes larger hospitals a necessity as
specialist services must be grouped if they are to be effective. A full general hospital
service cannot be provided in a small hospital, and here we have a conflict between
social convenience and an efficient hospital service. The community must under-
stand this and face the fact that major medical treatment must be concentrated in
larger medical centres, and that for some specialties such as neurological, plastic,
and cardiac surgery there can be only one centre for a population of about one-
and-a-half millions.
The public and their representatives the politicians either fail or are reluctant
to take an imaginative view of the hospital service, probably because they regard
it as non-profit making and a claim on the Exchequer. But illness can cause a
double loss to the country; every day a skilled person is not working the country
loses not only the profit of his skill, but also in our Welfare State the money
required to maintain the man and his dependants. The sooner he can resume work
by virtue of effective treatment the less will be this double loss to the country.
Up to date the medical service has been the "Cinderella" of the social services.
The health services generally have fared badly compared with education and other
social services which are taking increasing shares of the national income. From a
political point of view the hospital service affects a relatively small number of
people, generally for only a short period of time, and it would seem that so far
successive governments have been able to rely on the loyalties of those engaged in
hospital practice to make the best of the conditions in which they have to care for
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Attitudes are changing. Modern medical practice requires money for buildings,
staff and equipment. As living conditions improve, patients will no longer tolerate
the large, open, antiquated, Nightingale type of ward. The money for all this must
come from the public and if they want better hospitals and medical care they must
be persuaded that more money should be spent on health. If more is not made
available the present list of outdated hospital accommodation will lengthen and
this country fall further behind other countries in the standard of its hospitals.
This country spends only 0.23 per cent of the gross national income building
hospitals, and comparison with other countries shows how far we are falling
behind. The United States spends five-and-a-half times as much; Czechoslovakia
eight-and-a-half times; Ceylon nine times; Sweden ten-and-a-half times, and Israel
twelve-and-a-half times. A proportion of this may be spent in overtaking past
neglect, as we should be doing, but some of these countries are building on a
hospital service already more advanced than ours. If we devoted to hospital building
a similar proportion of our resources as Sweden, it would cost £530,000,000
annually. This is more than we have spent on capital development in the first
seventeen years of the National Health Service. You may regard expenditure on
this level at first sight to be impracticable, but if so remember that over the past
ten years the proportion of our national income spent privately on motoring has
increased from 3j to 61 per cent, that the citizens of the United Kingdom turn over
every year in gambling more than 1,000 million pounds, while alcohol and tobacco
account for the staggering total of 2,500 million pounds a year - 8 per cent of the
national income.
The hospital service needs more money - it is for the public to say whether they
want more money spent on their health or not, bui if they do, they must make this
plain to their elected representatives who will have to decide whether it is to come
from higher taxation, a cut in other expenditures, or direct payment of a pro-
portion of the cost of hospital accommodation and treatment.
The great increase in specialisation in hospital practice since the last war has
been due, at least in part, to scientific progress in medicine, but this increase has
in turn promoted further scientific advances. This poses problems, not only for us
in our relations with our patients, but also for the patients themselves. The doctor
in many instances no longer relies entirely on his own observations and experience,
but has to take into account an ever-increasing number of laboratory, radiological
and electro-physiological examinations, giving to them due consideration in arriving
at a final judgment, often in consultation. Diagnosis is more precise and medical
and surgical treatment better controlled by the information and monitoring now
available. This means more intensive observation of the hospital patient, and an
increase in the amount olf medical and nursing time required in hospital.
Between 1948 and 1965 consultant and specialist staff in Northern Ireland has
expanded by 160 per cent and other medical staff by 182 per cent. Hospital beds
have not increased in number to any great extent, so here, as in other countries,
more intensive and effective treatment is given in a shorter time. The number
of doctors working in hospitals is increasing much faster than in general medical
practice and if present trends continue will inevitably bring us to the present
Swedish proportions of three doctors in the hospital service to one outside.
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because it is becoming more difficult for the patient and doctor to maintain the
personal relationship that used to exist. As I have said, more and more doctors are
concerned with the care of the individual patient, and the patient is spending a
shorter time in hospital. There is a real danger here that communication between
doctor and patient may suffer, and this may, at least in part, be the cause of the
vastly greater number of complaints made against hospitals and their staffs in
recent years. Sir George Godber considers that "the commonest type of complaint
made against hospitals clearly stems from lack of understanding of what was or
could be done. Patients may be frightened; they may be hostile because of their
need to conceal fear; some may even occasionally be stupid; and many are worried
because they are uninformed".
Many patients today are better informed on medical matters, since most popular
newspapers have their medical columnists, The British Medical Association pub-
lishes its popular "Family Doctor", an,d television beams into every home not only
the "Emergency Ward Ten" and "Dr. Kildare" brand of medicine, but factual
and well presented material like that seen in the B.B.C. series "Your life in their
hands".
The contemporary patient therefore should have some insight and some ability
to understand medicine as it relates to his needs. This knowledge may be highly
distorted but it is the reason why many patients expect some definite information
about their illnesses and their consequences, and why the doctor shoiuld endeavour
to supply it. This can be the most difficult aspect of hospital practice and with
certain patients - and doctors - may be impossible, but there is a great need for
all of us to give more thought to this problem of communication with our patients,
and to interest our students in it.
In countries less foirtunately situated than ourselves without adequate national
income, particularly in the so-called emerging countries, there is a conflict in
medical priorities between nutritional, preventive and hygienic measures and the
demands of the hospital service for the latest and most expensive tools of modern
medicine. Many countries cannot afford to save a few lives by these means at the
expense of the many who would otherwise be saved by adequate public health
measures.
Priorities also exist in comparatively wealthy countries, although it is seldom that
these are discussed outside the hospital. In very affluent countries the rich can
obtain prolongation of life by such measures as organ transplantation, renal
dialysis and cardiac surgery, but are these available to all who require them in a
service provided by the state? In this country the public purse is limited in the
amount of money it makes available to the health service unless and until the
public decides otherwise. The Treasury at present has a certain amount available
to spend on health and allocates this to the Ministry of Health. This ministry
decides what should be spent on general practice, public health, and hospital
services. Then individual hospitals receive their annual budget when the regional
boards have considered their requirements.
If we, as a teaching hospital, decide that we need money for a new service
essential for some of our patients, such as renal dialysis or cardiac monitoring,
presumably this should come out of our annual budget. If it ,does not some service
21in another hospital will have to carry on with less money unless the public purse
makes the extra money available.
Theoretically the present system should result in everyone from the ministry
down to individual hospitals having a say in deciding priorities of medical care,
in analysing costs, in discarding those things that are inessential, and in eliminating
extravagance. In practice, as we know, we are only beginning to consider these
matters. Decisions can be very difficult where finance conflicts with human values.
The hospital service in this country undoubtedly requires more money from the
public purse or from the public directly when we consider the amounts spent in
comparable countries, but in providing this finance people are entitled to, know
that extravagance and inessentials are curtailed.
In conclusion, Mr. Chairman, I would say to the students that although our
profession is dedicated to the maintenance of good health, medicine in itself is
not enough. The state and the public also have responsibilities not only in ensuring
that proper accommodation, adequate equipment, and sufficient staff are provided
to practice and teach medicine, but in understanding that good health demands a
proper standard of housing, a nutritious diet, pure water, clean air and facilities
for exercise and recreation.
I believe that a sentence in one of Carlyle's essays is still pertinent today - "Our
duty is not to see what lies dimly at a distance, but to do what lies clearly at hand".
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